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SUBJECT: CORRECTIVE ACTION PLAN FOR IMMEDIATE
JEOPARDY

This is to provide you with a copy of the Plan of Correction submitted
last night, as required, to the Centers for Medicare and Medicaid
Services (CMS) to address CMS’ findings of an immediate jeopardy
situation during their survey in the Emergency Department at Martin
Luther King Jr. — Harbor Hospital (MLK-H) on June 7, 2007 and
reported to the hospital on June 12, 2007.

The basis for the immediate jeopardy finding focused on three main
areas that CMS identified:

The first finding involved a patient who required transfer for a
neurosurgical condition (neurosurgery is a specialty not available at
MLK-H). We have established a transfer process for neurosurgical
patients that calls for inmediate transfer of patients with specific
neurosurgical diagnoses fo our other hospitals on a rotating basis. We
have also established a monitoring plan to ensure that these transfers
occur expeditiously. ‘

The second finding was the performance of medical screening exams
by physician’s assistants. Although physician’s assistants may
perform medical screening exams as part of their scope of practice, -
they must be specifically credentialed for this. CMS’ concluded that
the credentialing process had not been completed as required under
the federal Emergency Medical Treatment and Active Labor Act
(EMTALA). As a result of this finding, on June 12, 2007 MLK-H
leadership directed California Emergency Physicians (CEP), the
emergency department contract group, to immediately discontinue the
use of physician’s assistants for medical screening exams. These
exams will now be performed only by the Emergency Department

. attending physicians. Additionally, MLK-H has discontinued the use of

non-emergency physician’s assistants as consultants in the
Emergency Department.
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The third finding related to the timing of the medical screening exam. CMS found that
there were delays in completing medical screening exams for patients presenting to the
Emergency Department. To address this deficiency, the leadership in the Emergency
Department, Nursing, and Hospital Administration redesigned the process by which
patients are seen in the Emergency Department. That redesign includes co-locating
nursing and registration staff in the triaging area (the initial point of contact with the
patient) with physicians available so that an immediate medical screening can be
completed. Further, training was provided to emergency room nurses to ensure that
physicians are contacted if management is needed prior to the medical screening exam.

Another important finding was that there were repetitive delays in care related to
coordination of services. In each instance, appropriate multidisciplinary interventions
have been developed, and implemented with appropriate monitoring put in place. The
hospital had previously added an additional hospitalist physician (inpatient doctor) to
improve patient care and patient transfers.

These findings are not acceptable and are discouraging in the face of the enormous
effort to reform the hospital. They are grave and must be cured or the facility cannot
continue to operate. Each citation has a definitive corrective action with close
monitoring. We believe that these corrective actions fully address CMS’ concerns and
that CMS will release the immediate jeopardy finding. We expect CMS to return fo the
hospital to validate these corrective actions within the next week.

If you have any questions or need additional information, please let me know.
BAC:jrc

Attachment

c: Chief Administrative Officer

County Counsel
Executive Officer, Board of Supervisors
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June 18, 20067

Via Facsimile and United States Mail

Steven D, Chickering

Woestern Consortium Survey and Certification Officer
Centers for Medicare and Medicaid Services
Division of Survey and Certification

80 7™ Street Suite 5-300(5W)

San Francisco, CA 94103-6707

Dear Mr. Chickering:

IMMEDIATE JEOPARDY NOTICE: CCN 05-0578 — MARTIN LUTHER KING, JR.
HARBOR HOSPITAL

Attached for your consideration is the Plan of Correction prepared by Martin Luther King,
Jr-Harber Hospital ("MLK-Harbor™) in response to the Centers for Medicare and Medicaid
Services' ("CMS”) notice of intent to terminate the hospital's participation in the Medicare
program because of immediate jeopardy to patient health and safely. Also attached are
the various documents which are referenced in that Plan of Correction. Together these
materials credibly demonsirate that the actions necessary to correct the immediate
jeopardy to patient health and safety have been taken, such that CMS may remove its
finding, and return to the terms of the Extension Agreement between the parties.

We have included in the beginning of the Plan of Correction a discussion of the five

immediate correction actions outlined in Paragraph 1 of your June 12, 2007, letter, as well

as the corrective action requested in Paragraph 2(a). The correctlive actions discussed in i
the remainder of Paragraph 2 were incorporated into the responses to individual findings

on the form 2587. More particularly, those responses include:

s Ceasing the use of Physician Assistants to provide medical screening
examinations so that only licensed and credentialed physicians will
petrform those examinations {Paragraph 2(b)).

» Redesigning the triagefintake process so that the provision of medical
screening examinations is assured {Paragraph 2(c)).

» Training its emergency rocm nurses to contact a physician whenever a
patient awaiting care in the emergency room wailing area requires an
intervention for pain and not to wait for the screening examination.

« [mplementing a new protocol to expedite the transfer of neurosurgical
patients, and instituting a "no refusal” policy which requires sister county
hospitals to accept such patients promptly. In addition, a mechanism
was created to assure that high level clinical contacts are made
‘whenever difficulty is encountered in transferring patients of any kind
(Paragraph 2(e).
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o Assigning a hospitalist to the emergency room to manage individuals who have internal
medicine or certain other issues and are awaiting transfer or admission (Paragraph 2(d)).
The assignment of a dedicated hospitalist, who will be in the emergency department
2417, will assure that those patients receive the level of physician attention that they
would if they were admitted; and also will help remove impediments to patient transfers.
To assure the proper stabilization and treatment for patients who wili continue to be
managed by the emergency physicians, the emergency physicians have received
reinforcing education on docurmnentation, and continuing assessment responsibilities. A
requirement for the physician to assess each patient at the beginning of each shift has
been added and compliance is being monitored.

= Developing a monitoring plan for every corrective action, aside from individual
counseling, generally involving daily or weekly chart review, and remediating deficiencies
immediately if they continue. Moreover, the data from such monitoring is provided to the
Performance Improvement Commitiee for its use and integration into MLK-Harbor's
quality improvement program (Paragraph 2(g) and {h).)

No corrective agtions have been implemented with respect to Patient P, as we belisve that survey
findings do not accurately reflect the actual care received by this individual. For example, those findings
do not refiect that the patient received a medical screening examination within less than 2 hours of
presenting to the emergency room, and that after receiving some diagnostic tests, including an
ultrasound, she was seen by a specialist at 1600 hours. That specialist determined that the proper
course of treatment was simply observation of the patient, which occurred while the patient was awaiting
inpatient placement. That placement took place at 2000, not at 2100 as noted by the surveyor. Thus, the
patient did timely receive the medical care appropriate to her clinical situation, and no corrective actions

were necessary.

We note that, as of June 17, 2007, MLK-Harbor had not been provided with a key to identify the specific
patients for whom there were findings. While it believes that it is has determined who most of the patients
are, it reserves the right to develop and present additional corrective actions after CMS has disclosed the
identity of those patients,

Notwithstanding that reservation, MLK-Harbor believes that significant, appropriate corrective actions
have and will continue to be made which assure the safety and timely treatment of patients who present
to its emergency depariment, Accordingly, we urge CMS fo authorize a resurvey and to revoke its
decision to terminate the héspital en June 30, 2007.

If you have any questions regarding the atached materials, please do not hesitate to contact me.

Sincerely,

Antionette Srnith Epps
Administrator

ASE:rs
Attachments
cr Michelle Griffin

Jackie Lincer
Bruce A. Chemnof, MD
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A 00D | INITIAL COMMENTS A 00D m rgf-ponée &o Jﬂh% lettzr fre?_s; the Centers for
. . edicare and Medicaid services {CMS) , the -
_ . i following actions were taken: .
The following reflects the findings of the E‘EQISS?ES%ENT OF PHYSIGIAN
D epatr_tm?.nt fo%ﬁﬁf:mces!dy?g& 7102 a. The Chief Medical Officer notified the ED 6/19/07
investigation 0 mpiain . Medical Director that physician assistants
) ' . . shall no longer perform medical screening
Representing the Department of Health Services: examination. (Attachment A} The ED
JoAnn Dalby, R.N., Health Facilties Evaluator Medical Director informed each physician
Supervisor . assistant by e-mall that they may no longer
P L . parform individual medica! screening
Sanford Weinstein, M.D., Medical Consultant examination,
Barbara Mellor, R.N., Health Facilities Evaluator gggEPgﬁ%c;x'&%I;ERFORM MEDICAL
Nurse .
: . k. See attached. (Attachment B)
A 455 482.55(a)(2) INTEGRATION OF EMERGENCY NUMBER AND QUALIFICATIONS OF STAFF
SERVICES ASSIGNED _
. i ©. Attached Is a schedule of the number of
. . . persons assigned to the emergency and
The services must be lntggrated with other Urgent care Services, broken down by job
departments of the hospital. ?Etf:iﬁcatlon and qualifications.
chment C) *
This STANDARD is not met as evidenced by: ﬂg’sﬂggg AND QUALIFICATIONS OF STAFF
Based on observation, interview and record d. Atached is a schedule of the number of full
review, the hospital falled to _ensure_the timely time equivalents (FTE}, needed in the
provision of emergency services {o meet the emergency depariment areas, including
needs of 17 of 60 sampled patients presenting for their q“a’fﬁt‘:-"“""s ﬁ“d scope of duties and
evaluation of an emergency medical condition. { assignment. (Altachment D)
Patients A, B, C: D, E', F.GH LJ KLMN,O, Historlcal volume data {e.g., census) are
P, Q). The hospital failed to: used to establish the staffing requirements. 5118107
1. Follow their policies and procedures (P&P), by- l':‘:erg'gﬁ guig;g;g:;‘é%afﬁ?ua and
Iawsf rules and-regu!atlops q_eveloped toensure required stafiing on a shift-by-shitt basis.
medical screening e:ge;mtr}atxpr}s were conducted The ED Medical Director maintains a
by appropriately qualified individuals. schedule of the physician staffing needs
2. Ensure on - call physicians saw patients when gr‘g‘;fé“;gs?‘l"éfgs":; rf;;gt:‘fi:r“ Urgent
specialty consultation was required. adjustments on a shift-by-shift basis. The
3. Ensure pain managment was provided in a Pediatrics Urgent Care Director or Chief of
timely manner, . Pediatrics maintains a schedule of the
4. Provide stabilizing treatment for emergency fgs!f:g‘r:sal’;;ﬁgg%jﬁiiﬁeﬁgdotefg%‘fw
medical conditions, o shift basls. The Department of Wemen's
5. Ensure timely transfer 9f individuals whq and Child’s Health is independently
required services not available at the hospital. resal??insdible for mei;enﬂces.‘ Rasters of
gualified personnel are maintained by the
The cumulative effect of these systemic failures responsible managers.

LABO RY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
b
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TITLE
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A f 7
Any de{icien{:yfs}‘cuemem ending with n asterisk {*) denoles a deficiency which the institulion may be excused from correcting providing itl.@ determined that
other safeguards provide suificient protection to the patients. (See instructions.) Excepl for nursing homes, the findings stated above are disclosable 30 days
following the date of survey whether or not 2 plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite 1o continued

program participation.
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A 000 | INITIAL COMMENTS A 00D
. AG0D (continued) ‘
The following refiects the findings of the m%wlggffsogggﬁlQg‘é%%’gg’éggf“
Depariment of Health Services during SERVICES
investigation of EMTALA complaint # 117102, e. Asé part of the triage process, each
) individual seeking emergency medical
Representing the Department of Health Services: servicas s directed by Signgge' to the
b Health = T R trizge window and is manually logged inby | B/19/07
JoAnn Dalby, R.N., Health Fagilties Evaluator a licensed nurse, as well as is enlered into
Supervisor the emergency room central log by the
Sonford Weinstein, M.D., Medical Consultant :_gﬁg‘agmgem-i a’-“ t{!?t Pt?fni. Patigntsdare
i e an identification wristband,
Sazg:ra Mellor, R.N., Health Facilities Evaluator which they maintain tntil thelr discharge.,
A 455 | 482.55(a)(2) INTEGRATION OF EMERGENCY ‘Patients brought in by ambulance are
SERVICES recelved In the emergency treatment area
by registered nurse who notifies the
. . i registrqﬂon staff, Regisiration staff enters
The services-must be mt.egrated with other the patient into a manual log, and then into
departments of the hospital. fge c;;arntrgl log, antg the palient is given an 5ME07
identification wristband.
This STANDARD. is not met as evidenced by As a way to assure that all patients are captured
Based on observation, interview and record by this pracess, the nursing shift supervisor
review, the hospital failed te ensure the timely includes the ED waiting room on shift rounds
provision of emergency services lo meet the m:g{;ﬁ fhorsing ‘%hfot Supanisor salects
o . . Idates
needs c_:f 17 of 60 sampled pafients presenting for that these two patients have been appropriately
evaluation of an emergency medical condition. ( and timely triaged and that each patient has
Patients A,B,C,D,E,F, G, H. I, J,K, L, M, N, O, been entered in to the central log. In the event
P, Q). The hospital § ailed to: that d:ﬁcrepar::ci% are discovered, immediate
1. Follow their policies and procedures {P&P), by- comrective aclions are taken.
laws, rules and regulations developed to ensure To assure that each of the correction actions
medical screening examingations were conducted disc?tssg btﬁloglare t‘f)l:_llyfimp]e_menled and
by appropriately qualitied individuals. manitored, the Director of Quality Improvement
= e will rack each corrective action, and report on
2. EH_SUFB on- CaH-PhYSW'a“S saw patients when her findings to the Quality Council, The Quality
specialty consultation was required. o Council reports its findings and follow-up actions
3. Ensure-pain managment was provided in a lgbol_h the Ilaitﬁ;tdtecutwe Committee and the
timely manner, . avemning Body.
4. Provide stabilizing treatment for emergency
medical conditions.
5. Ensure timely transfer of individuals who
required services not available at the hospital.
The cumulative effect of these systemic failures ’
TITLE {X6) RATE

LABDRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE
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A 455 | Continued From page 1 A 455 oo
) _ o . ) Patient A -~ Immediate Actions
resulted in an immediate threat to the health and - : I : -
safety of all patients presenting for treatment at e  ED nurse manager counseled the RN who | 8112/07
the Emergency Department, At approximately gave morphine 4 mg, but did not receive the :
1530 hours on 6/7/07, hospital administration was . g“{:ﬁs"; ::: rg‘;‘:ﬁﬁzai‘gg‘g‘fggmﬂ
notified of the immediate jeopardy. registered nurses on the requirements to &15107

record the results of medication
Findings: administration. (Attachment C)
Monitering:

1. Patient A presented to the ED {emergency Quality Improverment will review ten randomly

department) on 2/28/07 at 0950 hours, with a
chief complaint of headache {comes and goas)
with occasional nausea, At the time of {riage,
1003 hours, the patient described that he was -

selected charts weekly to assess documentation
of results of pain medication. Deficiencies will be
addressed by the ED Nurse Manager. Data from
these reviews will be presented to the

Performance Improvement Commmitiee and ta the

experiencing severs pain, that scored nine out of Execulive Committee.
10, on a scale of one to 10, with 10 being the
most severe. The patient described that the pain
was located at the back of his head and that it
was relieved by vomiting. The patient was
assigned a triage acuity of three. Per hospital )
pohcy, an acuity of three indicated the patient had )

a major illness or injury, but was stable,

Responsible Position:
Chief Nursing Officer
ED Nurse Manager

At 1250 hours, Patient A was faken to the
freatment area. Nursing assessment at that time
revealed " steady gait * , pupil sizes of 33 and 31
mm. A Glascow Coma Scale score of 15 was
recorded (a standardized series of observations

| reflecting speech, pain, orientation and speech.
A score of 15 is normal).

Patient A was assessed by the emergency
department physician, at which time "paraspinal
tendemess” was noted, but no * Neure® changes
or " Psych® abnormaiities recorded. A blood
count revealed 16.4 gms. of hemoglobin and a
white count of 10,800 {upper normal range).
Morphine 4 mg was administered in the
emergency depariment, however, the results of
the medication administration was not recorded.

» it continuation sheet Page 2 of 13
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A 455 Continued From page 2 _ N A455|  patient A - Background -
A CT head scan was ordered by the ED physician The Medical Alert Center (MAC} coordinates
. transfer of patients from MLK-H to other
facilities. The MAC receives clinical data
. regarding the patient, and uses it o search
At 1550 hours Patt_ent.;_ﬂ, was take_n to CT- Th? fro an appropriate site for that patient, Once
report revealed, "significant ventricular dilatation an appropriate site is identified, the MAC and
with periventricular changes consistent with ;hp%mgﬁé';’epaﬂm;”ﬁ M)aﬂagef (;T where
. te, the physliclan) presen
subependymal edema. Th';‘may-!’e related to a additional clinical data to the receiving. In this
heterogeneous mass near the region of the pineal instance, there were no available
with caudal extension to a level near the proximal neurosurgical beds within the County. The
fourth ventricle.! The scan revealed a brain MAC cointtmu?d eﬁ’orlf tho locate an 614107
N : appropriale placement, however, an
tumor me?suﬂng approquately _2'5 cm. . appropriate placement could not be found
compressing the intemnal circulation of fluid in the before the patient left AMA.
brain resulting in internal swelling from dilatation ) .
of the ventricular system of the brain. An MRI Immediate Actfons: :
=  The emergency medicine attending (ED 5119107

image of the brain was recommended and
completed. This confirmed the presencs of a
tumor mass in the region of the pineal gland.
Moderate dilatation of the ventricular system of
the brain was noted.

A handwritten note by the ED physician noted that
Neurosurgery was not available at the hospital, "
will arrange MAC transfer”. {The MAC is the
medical alert center for Los Angeles County. This
is the ceniral clearing house for all Los Angeles
County hospitals.) However, there was no written
documentation that physicran fo physunan contact
had been initiated. A clinical impression of "Acute
Obstructive Hydrocephalus® was recorded. A
physician order for a neurosurgery consult was
written at 1653 hours on 2/28/07.

A "Meurology Consultation” h_andwritten bya
Physician Assistant (PA-C) identified that the
patient was seen for evalualion at 1720 hours,
The consultation revealed no neurological defects
or alteration in mental status for Patient A. The
consult described symptoms of dizziness,
nauses, headache and vomiting, The

physician) at MLK-H will identify patients
requiring neurosurgical intervention
based on specific guidelines.

»  Aprotocol has been established to
require that all patients with specific
neurosurgical ciinical conditions receive
limely transfer. (Attachment D)

« The ED physician or the Patient Flow
Manager will then contact the MAC
operator, informing him/her of the
patient needing transfer.

« MAGC determines the accepting/recelving
facllity based on a rotaticn schedule
when It maintains.

=  MAC will contact the Patient Flow
Manager at the recelving facility
regarding the need for the transfer.

e The Patlent Flow Manager at the
recelving facility promptly contacts the
neurosurgeon on call and arranges the
physician-to-physician contact. ED
physician at MLK-H speaks directly with
neyrosurgeon &t the receiving facility
and provided a brief summary of the
patlent's findings.

= Any clinical suggestions by the receiving
neurasurgeon, which are within the
capability of the hospital and the scope
of practice of the ED physician, wili te
incorporated Into the pre<transfer plan of
care.

FORM CMS-2567(02-98) Pravious Versions Obsolole

Evenl ID:MBOZ11
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countersigned by the attending neurology
physician at 1900 hours. No written note was
provided by the neurclogy physician. The medical
record {ailed o contain documented evidence that
the neurologist had actually examined Patient A.
This finding was in violation of the Medical Staff
rules and regulaticns requiring a written note.

The consultation request form revealed that *Stat
MAC transferto & facility with neurosurgical
service® was required.

A written order for "MAC transfer to Neurosurgical
facility was provided at 1717 hours by the
attending ED physician. There was, however, no
written documentation that any physician had
actually spoken with or discussed the emergent
clinical situation of Patient A with a proposed
receiving hospital to facilitaie transfer for Patient’
A. Documents contained in the medical record
revealed that Patient A 'signed a transfer consent
on 2/28/07.

At 0350 hours on March 1, 2007, nursing notes
revealed that Patient A was administered Dilaudid
{narcotic pain medication) by IVP (intravenously
push), There was ne documented evidence that a
ED physician had examined or assessed the
neurological status of Patient A. A nursing re-
assessment performed at 0550 hours revealed
that a neurocheck had been performed and the
headache pain of Patient A had improved.

Additional nursing assessments were performed
at 0730, 0900,1100, 1300, 1500, and 1830 hours.
These nursing assessments documented no
change in the staius of Patient A These
assessments indicated that Patient A was able-lo
move all four extremities and remained alert. No
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A 455 | Continued From page 3 A 455 Managers shall work with MAC to
| consultation, provided by the PA-C, was then . 'ﬁg';.,r:;g?ﬁe the transfer via ACLS

»  All appropriate and cempleted
documents and imaging studies shall
accompany the patient.

« |fthe ED physician determines that
there is ANY impediment to the transfer,
helshe shall contact the Chief Medical
Officer at the receiving facility to
facilitate the transfer.

* =  With respect to all patient fransfers,
regardless of patient diagnosis, a
transfer log is maintained by MLK-H
Patient Flow Manager. A
nultidisciplinary group meets Monday
through Friday to review all transfers
that have taken place based on this log,
to resolve any Issues identified from
completed transfers, to facilitate patients
walting for trensfer, and to update the
status of palients requiring transfer, Any
neuvrosurgical patients who are pending
transfer will be reviewed as part of this

‘CroCess.

=  MLK-H has identified a medical
administrative Director in charge of
patient flow. This Patient Flow Manger
notifies the medical administrative
Director whenever there are

. impediments to transferring a patient,

including a neurcsurgical patient, in a

fimely manner, The medical

administrative Direstor will assure that
there is high-level physician cantact with
potential recelving institutions in an
effort to expedite transfer.

Monitoring:

e«  The Patient Fiow Manager maintalns a
log of patient transfers. Data regarding
patient transfers is aggregated and
presented to Performance Impravement
Commiltee and fo the Executive
Committee, and then to the Governing
Body where appropriate.

Position Responsible:
Interim Chief Medical Officer
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physician assessments were documented: - P Immediate Actlens: - . B R
e  TheInterim Chief Medical Oﬂ' icer nrdered 5/14/07

Patient A remained in the ED until 3/3/07. Review
of the medical record revealed that the patient
was assessed by nursing staif and continued to
received Dilaudid and morphine to control his
headache pain. The nursing pain assessments
included only a numerical score o identify the
intensity of pain but failed o identify pain
radiation, quality (ache, threbbing, sharp, dull,
burning) and constancy as required by
established hospital policy. The medical record
failed 1o provide documented evidence that ED
physicians provided on-going assessmenis and
care. Except for the initial consult, the néurologist
did not seé the patient again.

On 3/3/07 at 0725 hours, nursing documentatiori
identified that Patient A complained of occipital
headache pain. Intensity of pain was recorded as
5/10. The patient was not given pain medication
nor were non-medication inferventions provided.
Nursing documentation further identified that no
deficits were noted, However, the very next
sentence siated ¢fo {complaint of) blurred vision
when ambulating. The patient was not evaluated
for the neurological symptom by a physician.

At 1100 hours, Patient A eomplained of increased
head pain. The patient identified the intensity of
pain as being 9/10 (severe). The patient received
Dilaudid 1 mg. IV for pain. Although a physician
order was obtained for the pain medication, the
patient's medical record failed fo contain
documented evidence thal the ED physician
evaluated the patient.

At 1150 hours, the patient and his family indicated
that after three days, they were tired of waiting for

Monitoring:

Position Responsible;
Interim Chief Medica) Officer

. -attending physician. {Attachment E)

all MLX Department Chiefs to discontinue
the practice of using Physician Assistants
for consultations in the ED. All ED*
consultations will be petformed by an

The ED Nurse Manager provided a letter ~ §/19/07
Instrucling all ED RNs regarding
Physlcian Assistants cannot provide
consults, (Attachment F)

The Interim Chief Medical Officer . &r9/07
instructed all Department Chiefs o
ensure that all attending physicians are
aware of the need to document their
consultations. (Attachment 8).

Far the next 30 days, Monday through
Friday, Qualily Improvement staff will
review len randomly selécted open’
medical records in the ED to validate that
consulls were performed by a physician’
and that there Is a consulting physician’s
note, The Chair of the relevant
department will be nofifled of
discrepancies for immediate corrective
action. +

Ten randomly selected ED records of
patfents will be reviewed each week to
validate the presence of the attendees
note. Results of these audits will be
presented to Performance Improvement
Committee, which will review and create
corrective actions as necessary. This
data will then be reported to the
Executive Committee and to the
Governing Body as appropriate. The
Chair of ihe service will be notified of
discrepancies for corrective actions.
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.| transfer to another hospital. Patient A signed out Immediate Actions- Patient A: e
AMA {against medical advise) to seek treatment . TQE c'g?om':dl?ﬁ} Eg“,‘,"’ F{DWUEG 6I9/07
u e n for a physicians on
else.whfre The "Leaving Hgsgltal against Medical “change of shift and patient hand-off
Ad\l'lqe fOI’m WaS_ nDtEd lO e l_nCDmp]Bte. I‘l"l recommendations.” This directive
addition, the medical record failed to contain requires specific acknowledgement and
documented evidence that at the time of Eﬁﬁl”?&ﬂ""ﬁ E? fand-oits on each
. G
d;fcharge thhe %ahent haé:i geelg assessztad bty a Ahospitalist position on all shifts was. 307
physician or had received discharge instructions. added to the Emergency Department
, team 1o assume responsibility for the
On 6/1/07 and 8/5/07 discussions with hospital care of intenal medicine patients who .
staff regarding the care of Patierit A and quality 2re admitted to MLK-H and are avating a
| identified that the medical care e i ere are fot beds
assurance, iaen avallable at MLK-H, the hospitalist
received by Patient A was deemed 1o be assumes responsibiiity for facilitating the
appropriate. The hospital was requested to gnsger- Whge itheI patil%nt}if av\fzfiinas
| nsier or admission, the hospitalis!
prov:dsf any and all documentation re:cated to the responsible for writing holding orders,
patgent_s care as well as any quality of care reassessing the patient periodiczlly, and
reviews. medifying the plan of care as required.
However, th? ED physicians remain
.- : . : responsible for neuresurgical, orthopedic
A case review summary for r?tlenitrA was and psychiatric patients awaiting transfer
received at 1340 hour_s on 6/5/07. The case and other depariments would assume
review confimmed a failure of the ED physicians to responsibility for their patients.
docitment assessments of Patient A for three . Fﬁr the E% physiciatni the smzrt cgiar; (@ |37
’ " H o B YSICIBH ocumentation record, which is
%ays. Further rewewt of thx?dsurr;mﬁtfy [den‘tgled ataol, used to assitre consideration of
that there was a system wide plan to provide Important clinical questions) was
neurosurgical services and to streamiline the implemented to improva physician
transfer process of patients between hospitals. -documentation and to capture encounter
Patlent A was a pending transfer to a higher lavel times. , .
- " s »  The ED Medical Diréctor informed ED 6/9i07
of care on 3/3/07 prior {o leaving the hospital physicians at a department mesting, and
against medical advice. As of 6/7/07, the plan had foliowed-up with a written directive to all
not been implemented. ED physicians, that they were
] responsible for assessing ail active
. patients and patients waiting for transfer
2. Patient _B presented to the emergency at the beginning of each shift. They were
depariment on 3/8/07 at 2242 hours, with a chief also informed of thelr responsibility to
complaint of stomach pain for the past two weeks meet with oncoming physicians at the
. The nurse documented that the pain was in all
four quadrants and radiated in to the patient's
back. It was documented that the patient had
multiple episodes of nausea and vorniting today.
The patient identified her pain as being severe
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=Lt PREFX | *  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF1Xa~ | -+ {EAGH.GORRECTIVE AGTION SHOULD BE CROSS- | COMPLETION
T-+TaAG - '| - REGULATORY OR LSC IDENTIFYING INFORMATION] TAG-~+ |- -REFERENEED TO THE-APPROPRIATE DEFICIENGY) | - -DATE .
- A 4551 Continued From page & A 455 .-
. .| transfer to another hospital. Patient A signed out end &f shift to provide appropriate - R

AMA (against m“edlca[_ advise) to seek treatment information as part of the pass on process.

elsewhere. The "Leaving Hospital against Madical Physicians were also reminded to -

Advice" form was noted {o be incomplete. In decument the patient’s candition at change

addition, the medical record failed to contain g;f:ﬁaas"#;gggfr:g‘fg‘m”;a;&grg?ﬁe”t"‘"

. : . ing

dpcumented ewde:nce that at the time of , Physiclan by name. (Attachment 1)

discharge, the patient had been asse_s_sed bya «  Mindel Speigel, MD provided reinforcing

physician or had received discharge insfructions. education to all ED nursing leadershipon | 6/8/07

On 6/1/07 and 6/5/07 discussions with hospital
staff regarding the care of Patient A and quality
assurance, identified that the medical care
received by Patient A was deemed o be
appropriate. The hospital was requested {o
provide any and all documentation related to the
patient's care as well as any quality of care
reviews.

A case review summary for Patient A was’
received at 1340 hours on 6/5/07. The case
review confirmed a failure of the ED physicians io
document assessments of Patient A for Ihree
days. Further review of the summary identified
that there was a system wide plan to provide
neurosurgical services and to sireamiine the
transfer process of patients between hospitals.
Patient A was a pending transfer 1o a higher leve]
of care on 3/3/07 prior to ieaving the hospital
against medical advice. As of 6/7/07, the plan had
not been implemented.

2. Patient B presented fo the emergency
depariment on 3/8/07 at 2242 hours, with a chief
complaint of stomach pain for the past iwo weeks
. The nurse documented that the pain was in all
four quadrants and radiated in to the patient's
back. It was documented that the patient had
mulliple episcdes of nausea and vomiting today.
The patient identified her pain as being severe

the importance of patient advacacy,
particularly as it relates o chalr of
command and nurse-to-physician
commurnication.

Monitoring:

»  Tencharts will be randomly reviewed each
week to validate the documentation of
physician involvement at the change of
shift and hospitalist invelvement with
patient’s awailing admission or fransfer.
Deficlencies will be addressed with the
department chair. Results of these audits
will be provided to the Performance
Improvement committee, which will review
and create corrective action as necessary.
This data will then be reported to Executive
Committes and to the Governing Body as
appropriate. '

Position Respensible:
Chair, Depariment of Internal Medicine
ED Medical Director
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.} transfer o another hospital. Patient A signed out .. 1‘"‘"‘.’,%':"590“;:}?51 M‘:}"em A, e th o L
AMA (against medical advise) to seek treaiment RN wito f2llog 10 reonrd the atetatoeop 1 15107
else_where. The “Leaving Hospital against Medical pain as required by poliey.: -
Advice" form was noted to be incomplete. In »  The ED Nurse Manager conducted 6I6I0T
addition, the medical record failed to contain i’;;ea’r‘é’;zgg:ggrﬂg{ e RIS o of
. " O
. documented evidence that at the time of . pain assessments and the requirements
dlsci]a.rge. the pahent. had been assessed by a for reassessment of after medication.
physician or had received discharge instructions. Tralning was also pravided on clear
documentation standards.
(Attachment L)

On 8/1/07 and 6/5/07 discussions with hospital
staff regarding the care of Patient A and quality Monitoring:
assurance, identified that the medical care

received by Patient A was deemed to be »  Tracer rounds (a process barrowed from

recognized Joint Survey Commission

appr_cpnate. The hospital was rgquested to . survey techniques) are conducted once
provide any and all documentation related to the a week. On these rounds, staff review
palient's care as well as any quality of care (among other things) medical fecords to
reviews. validate pain documentation. Corrective
actions will be inltiated for ali

: . . . deficiencies. Aggregated results of
A case review summary forPatient A was these audits are presented to the
received at 1340 hours on 6/5/07. The case Performance Improvement Commitiee,
review confirmed a failure of the: ED physicians to ‘;":é‘;‘;;‘“;'s':;';‘gpaﬁ’;fe”%: e
document assessments of Patient A f.or th!'e_e. reporied to Executive Committee and to
days. Further review of the summary identified the Governing Body s appropriate.

that there was a system wide plan to provide

neurosurgical services and lo streamline the Egsgl‘fj'::e’*ﬁspmfb’e:
transier process of patients between hospitals. ED Physicia:n[?lggctcr
Patient A was a pending transifer to a higher level
of care on 3/3/07 prior 1o leaving the hospital
against medical advice. As of 6/7/07, the plan had
not been implemented.

2. Patient B presenied to the emergency
depariment on 3/8/07 at 2242 hours, with a chief
complaint of stomach pain for the past two weeks
. The nurse documented that the pain was in all
four quadrants and radiated in to the patient's
back. It was documented that the patient had
multiple episodes of nausea and vomiting today.
The patient identified her pain as being severe:
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- A 455 | Continued From page 5 - < T A455| . Immediate Actions - Patient A: -
I »  The ED Nurse Manager.provided . 6/9/07
.| transfer to another hospital. Patient A sngned out. | . . education for all ED RN on discharge Sl

AMA {against medical advise) to seek treatment assessments.

e[sgwhere. The "Leaving Ho_spital against Medical = The ED Medical Director provided 6/5/07
Advice" form was noted to be incomplete. In education to £D MDs on the elopement

addition, the medical record failed to contain f::uﬁrgeﬁgﬁgy&;ﬂ;g’m’g:z ttg?;t'
documented evidence that at the time of. level of capacity and the discussion with
discharge, the patient had been assessed by a the patient regarding the risks and

physician or had received discharge instructions. benefits. The education addressed that

patients should be provided with

On 6/1/07 and 6/5/07 discussions with hospital (Artaaione for Yollow-up care.

staff regarding the care of Patient A and quality ‘

assurance, identified that the medical care Monitaring: )

received by Patient A was deemed to be L?i}er:gg%';lzis;?eiﬁg 3235?1:" cizlol:):;‘ﬂetlon of
appropriate, The hospital was requested to discharge assessments by MDs and RNs.

provide any and all documentation related to the Deficiencies will be discussed with the

patlent's care as well as any qualily of care -appropriate supervisor and results will be

reviews. reported o Performance Improvement

Committee, which will review and create
. o . corrective action as necessary. This data will

A case review summary for Patient A was then be reported to the Executive Committee

received at 1340 hours on 6/5/07. The case and to the Govemning Body as appropriate.

Lewew confirmed a fallurefo; t?e E% ;;hytsrllclans to Position Responsible:

ccument assessments of Patient A for three ED Nurse Manager

days. Further review of the summary identified ED Medical Director

that there was a system wide plan to provide

nevurosurgical services and lo sireamline the

transfer process of patients between hospitals.

Patient A was a pending transfer to a higher level

of care an 3/3/07 prior to leaving the hospital .

against medical advice. As of 6/7/07, the plan had

not been implemented.

.. ) ) Immediate Actions - Patient B:

2, Patient B presented to the emergency =  When patient B is specifically identified 6/21/07
department on 3/8/07 at 2242 hours, with a chiei :whout%h ael(ijS:h [?rovic:'ed tby CMLS. thlesnu'l?g
complaint of stomach pain for the past two weeks 0 Iriaged this pauent as a Level 5 will be

. The nurse documented that the pain was in all L?;‘Ziu@ﬁd regarding the assignment of this

four quadrants and radiated in to the patient's «  The ED Nurse Manager will provide re- 8124107 -
back. It was documented that the patient had education to ali ED RNs on the requirements
multiple episodes of nausea and vomiting today. i‘:gﬁgﬁmﬂ‘iﬁgﬁ? ;g:ﬁfa g::fgm'y that

The patient identified her pain as being severe (Attachment M) '
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Temperature 102.8 degrees, heart rate 97,
respirations 24 and blood pressure was 133/59.
No treatment was provided to alleviate pain or
reduce the patient’s fever at the fime of triage.
The patient was assigned a triage category of 3.
Category or Level 3 patients are described as
having a stable major injury or illness.

Two hours later, at 0040 hours, Patient B's vital
signs were re-assessed. The patient had a
temperature of 102.4 degrees, heart rate 102,
respirations 20 and blood pressure was recorded
as 118/62. The patient continued {o experience
severe abdominal pain. No treaiments were
provided in the triage area.

At 0110 hours, the patient was transferred fo the
treatment area. The patient continued {o have
severe pain, recorded as 7/10. The patient
received Tylenol 650 mg. and was placed on
oxygen by mask. At 0220 hours, the patient was
described to have decreased pain. At 0400 hours,
nursing decumentation revealed that the patient
had no orders for care and was waiting for the
physician assistant, This was approximately
three hours after she was taken to the treatment
area of the ED.

Patient B was not evaluated by a physiclan until
0530 hours The patient was described as having
a fever and was in moderate to severe distress.
The patient continued to experience severe pain

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D - - PROVIDER'S PLAN OF CORRECTION sy
- BREFIX {EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX *+| “*{EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TTAGT REGULATORY OR LSC IDENTIFYING INFORMATION) TAG™ ~}"“REFERENCED TO THE APPROPRIATE DEFICIENCY) | - - DATE
A 485 Continued From page 6 A 455 Immedi ate Actions Patienl:B { ont'd)
- ' . R . . e mm ] (o]
with a score of- 10 out of 10, The patient identified. "o
that the pain she was experiencing was constant « ThsED Nurse Manager provided educat[on B121/07
and that nothing provided refief. The pain was *%a"_EP i:N? Ol![1 fhg regu;:e.rﬂemitobnohfy
physicians of all patients waiting to be seen
further described as achujg and burning ‘:wth a ihat are experiencing pain at a level, which
pressure sensation. Nursing documentation requires interventlon based on the pain
revealed that the patient was moaning and had policy. This information must be dosurmented
facial grimacing. Vital signs were recorded as Ln)“'lﬁ patient's medical record. (Attachment
&/21107

A multidisciplinary team of ED physicians
and ED nurses reviewed the current triage
process. As a result of that review, the.
irizging process was re-designed to provide

_for a more timely medical sereening exam.
This protess includes the following:
{Attachment O)

o  The triagé nurse and registration
clerk are co-located so that the
trizging process and the
registration process can ocgur
simultaneously.

o A physician will be available to the
triaging area to perform immediate
medical screening examinations for
patients who are identified as &
level 3. Upon completion of the
medical screening examination,
based on the patient’s clinlcat
presentation, tests and treatrnents
{including pain management) will
be crdered and carried out.

¢ Patients who are identified as a
Level 1 and 2 at the time of triage
will be brought back to the
emergency freatment area, Atthe
time of arival, the ED charge nurse
will nolify the physician of the
patient's arrval by placing the
patient's pseudo name on the white
board along with the patient's
priority number. The physiclan will
acknowledge the patient by
initialing the white board and will
perform the medical screening
examination as soon as possible. I
a patlent's conditicn is critical, the
RN will verbally notify the
physician.
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A 455 | Continued From page7 _ - A455| " ven randomly sefected metical
- . -|-and.nausea.-The patient experienced severe pain . records will be reviewed daily to'track _ .
throughout her ED stay. . ihe time from triage to medical
. ) : . . screening examination. Data from
. these daily revi ill b ted ¢
At 0850 hours, 11 hours after presenting to the mﬁsén ?;3’.,3";?:{?,,;‘“ pmﬁh%':san °
ED, the patient was transferred to surgery Commiltes and the process will be re-
services to undergo an exploratory laparotomy. + evalualed as a result of this review.

Data will alsa be presented {6 the
Perfermance Improvement Committes
monthly which will evaluate it, create
comeclive actions as necessary, and
report it to the Executive Committee
and as appropriate, the Governing

. - Body.
3. The medical record for Patient D documented ocy
the teenager presented 1o the emergency Position Responsihle:
department {ED) at 2355 hours on 2/12/07 with ED Medical Director
right abdominal pain. He was triaged by the ED Nurse Manager
nurse and determined to have pain of 10-ona 1- Immediate Actions — Patient D:
10 scale (10/10}. His oxygen saturation level was s+  The ED Nurse Manager provided education 6119107
100%, his pulse 95 respirations were 18 and his ;%frgiggn‘;Ef;?p?g;:g“:;g:gifb?gga
blood pressure was 113/ 89 At 0040 hourg the that ara experiencing pain, which reguires R
nurse documented the patient was complaining of interventions based on the pain pelicy.
difficulty breathing. The nurse documented he «  Amultidisciplinary team of ED physicians and &/21/07
had wheezing in his lungs, his respiratory rate - ' ggcl‘;‘gezsfgﬁgjﬁg;:ﬁ:;ﬁa&z
was 22 » bleod prfissure was 135/70, OXygen ‘triaging 'proc&ss was re-destgned to provide
saturation was 97% and that he was anxious and for a more timely medlcal screening
restless. There was no documentation about why examination. This process Includes the
he was left in the lobby of the ED. No pain fdlm‘gw The triage nurse snd regislstion
medlcatlop or other pain relieving interventions clerk are co-located so that the
were pI:OVIdBd. There was no re-assessment of triaging process and the
" | the patient until he was taken to a treatment area registration process can ocour
five hours later. At 0530 hours on 2/13/07 his . ﬂ?ﬁ;‘;ﬁ;";’fﬁ?ﬁ be available o the
pain was 81 0. At0845 hours laboratory tests trlaging area to perform immediate
and pal.n medl.catl.on were Ord?r?d for Patient D, medical screening examinaﬁons fon
The pain medication was adminisiered at 0840 patients who are identified as a
hours; approximately 8 and 1/2 hours aiter he :_ﬁ:g’l :agg?:eﬁ%fgpéigm g{:ﬂ:
presented fo _the ED. :l'he laboratory test results based on the patient's clinical
were not avali_ab[e until 2100 hours. This was presen[a[iqn.'tests and tfreatments
approximately 14 hours after they were ordered (including pzin management) will
and 19 hours after Patient D came to the ED. . g;;gggffhg“; ﬁ@iﬁﬁﬁt}s a
There was no dosumented evidence the nursing Level 1 and 2 at the time of triage,
FORM CMS-2567(02-99) Previaus Varsions Obsolete Evenl ID:MBOZ11  Facility ID: CAOBO00D03%mergency treatfweafiorsdinatahaet Page 8of 13
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and nausea. -The patient experienced severe pain
throughout her ED stay.

At 0950 hours, 11 hours after presenting to the
ED, the patient was transferred to surgery
services to underge an exploratory laparotomy.

3. The medical record for Patient D documented
the teenager presented 1o the emergency
department {(ED) at 2355 hours on 2/12/07 with
right abdominal pain. He was triaged by the
nurse and determined to have pain-of 10-ona 1-
10 scale (10/10). His oxygen saturation level was
100%, his pulse 95 respirations were 18 and his
blood pressure was 113/68. At 0040 hours the
nurse documented the patient was complaining of
difficulty breathing. The nurse documented he
had wheezing in his lungs, his respiratory rate
was 22 , blood pressure was 135/70, oxygen
saturation was 97% and that he was anxious and
restless. There was no documentation about why
he was [eft in the iobby of the ED. No pain.
medication or other pain relieving interventions
were provided. There was no re-assessment of
the patient until he was taken to a treatment area
five hours later. At 0530 hours on 2/13/07 his
pain was 8/10. At 0645 hours {aboratory tests
and pain medication were ordered for Patient D.
The pain medication was administered at 0840
hours; approximately 8 and 1/2 hours affer he
presented to the ED. The laboratory test resulls
were not available until 2100 hours. This was
approximately 14 hours after they were ordered
and 19 hours after Patient D came {o the ED.
There was no documented evidence the nursing

psetdo name on the white board along
with the patient’s pricrity number. The
physician will acknowledge the patient
by initialing the white board and will
perform the medical screening
+  examination as soon as possible. if a
patient’s conditicn is critical, the RN will
verhally notify the physician.
5 The ED Nurse Manager will provide re-
education for all ED RNs on the need to
reassess Yiaged patients in the ED waiting
room, based on their acuity and according to
the friage poliey number 114. (Attachment P)
» A mullidisciplinary team of Nursing, ED and
Pathology raviewed the cumrent processes fer
ordering, collecting and delivering labs for the
ED. The process was re-designed to include
the following: (Attachment O}

o Al laboratory orders are entered in
the hospital computerized order
entry system. The Laboratory
Supervisor prints a list of ordered
tests and reviews the orders on this
list every hour.

¢  Aldboratory runner goes to the ED
every 30 minutes collects the lab
specimens and follow-up on any
ordered specimens that are not
available for retrieval. If labs have
not been received in the Jab within
one hour, the [ab sends someone
to collect sample.

o The EDR Nurse Manager provided
re-education for all ED RNs on thelr
responsibility to follow-up on
outstanding lab resuits.

Monitering:

« Ten randomly selected medical recards wilt
be reviewed daily to track the time from triage
to medical sereening examination. Data from
these daily reviews will be presented to the
ED Collaborative Practice Committee and the
process will be re-evaluated as a result of
this review. Data will also be presented to the
Performance Improvement Commitiee
maonthly which will evaluate it, create
camrective actens as necessary, and reporl it

palient’s amrival by placing the:patient’s. - . J

fIZ'I erg

6711407

€/21/07
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..., - | and nausea. The patient experienced severe pain : Sy

throughout her ED siay.

At 0950 hours, 11 hours after presenting to the

ED, the patient was transferred to surgery e . As partof the monthiy laboratery quality 6119107

services to undergo an exploratory [aparotomy.

3. The medical record for Patient D documented
the teenager presented to the emergency
department (ED) at 2355 hours on 2/12/07 with
right abdominal pain. He was triaged by the
nurse and determined to have pain of 10-ona 1-
10 scale (10/10). His oxygen saturation level was
100%, his puise 95 respirations were 18 and his
blood pressure was 113/89. At 0040 hours the
nurse documented the patient was complaining of
difficuity breathing. The nurse documented he
had wheezing in his {ungs, his respiratory rate
was 22 , blood pressure was 135/70, oxygen
saturauon was 97% and that he was anxious and
restliess. There was no documentation about why
he was left in the lohhy of the ED. No pain
medication or other pain relieving interventions
were provided. There was no re-assessment of
the patient until he was taken to a treatment area
five hours later. At 0530 hours on 2/13/07 his
pain was 8/10. At 0645 hours laboratory tesis
and pain medication were ordered for Patient D.
The pain medication was adminisiered at 0840
hours; approximately 8 and 1/2 hours after he
presented to the ED.  The laboratory test results
were not available until 2100 hours. This was
approximately 14 hours after they weére ordered
and 19 hours after Patient D came o the ED.
There was no documented evidence the nursing

Executive Committee.

Position Responsible;
Director of Pathology
ED Medicat Director
ED MNurse Manager

assurance program, the time from request {o
the time of receipt of specimen will be
tracked and trended and carrective actions
based on the data will be recommended to
the Quality Improvement Commitlee, then
reported to the Executive Committee and the
Governing Body as appropriate.

o Ten randomly selected open medical records
will be reviewed each week to track the fime 6i18/07 -
from when the labs are ordered to the fime
quality improvement activities will
immedialely add reassess prolonged imes
with the RN assigned and the ED Nurse
Manager for immediate actions. the results.
are placed In the chart. Resulis cf these
audits will be reported to the Performance
Improvement Committee which will review
and create comrective actions as necessary.
The data will then ke reported to the

FORN CMS-2567(02-99) Previous Versions Obsolale Evenl [D:M30Z11

Facilily ID; CACS0000035
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patient “fell through the cracks.”

department at 1030 hours on 3/20/07 for

to the dentist. Documeantation shows the

saw the patient {o perform the neurology
. | consuitation. There was no documented

mother's care,

- ‘] or medical staff were following-up to'ensure the .
laboratory test results were obtained. During
interviews on 6/1/07 medical staff stated this

4. a, The medical record for pediatric Patient C
showed she presented fo the emergency

vomiting, lethargy, cough and congestion. She
had a history of a ventriculdperitoneal shunt for
hydrocephalus and began'to feel bad after a visit

presence of a shunt malformation and/or infection
was being ruled out. A newrclegy constit was
ordered, At 1230 the physiclan's assisiant (PA)

evidence a neurclogist saw the patient; however,
the PA documented the recommended plan, in
consultation with the neurolpgist, would be
evaluation and management by a neurosurgeon
on an urgent basis to assess the functioning of
the shunt. Since neurosurgeons were not
available at the hospital the PA recommended
transfer to another hospital. The child was in the
emergency department until 2200 hours but there
was no documented evidence a neurosurgeon
was contacted or that efiorls were madeto
transfer the patient to a hospital with this.service.
available. The patient was discharged lo the,

4. b. At 1215 hours on 3/20/07 radiological tests
of Patient C's shunt was ordered. Documentation
shows the patient went to x-ray at 1325 hours but
the tests were not performed because the
radiology department did not know what to do. At
1415 hours the patient was again sent to the
radiclogy depariment for 1he tests. The test

Immadiate Action — Patight C:’

*  The Interim Medical Director directed the
chairs of the Department of Medicine,
Women's and Child Health and Surgery that
physician assistants will no lenger be
conducting medical consultations in the ED.
(Attachment R)

¢ ltwas determined that there was no longer a
need for neurosurgical transfer based en the
resulls on of the shunt series, but this was
not clearly deccumented. The Chair of
Department of Women’s-and Child’s Health
will counsel this physician on the lack of clear
dlccumentaﬁcn of the change in treatment
plan.

Monitoring:

+  Forthe next 30 days, Monday through Friday,
quality improvernent staff will review ten
randomly selected open medical records in
the ED {o validate that consults were
perfonmed by a physician and that thereis a
consulting physician's nete. The Chair of the
respensible Department will be nolified of
discrepancies for immediate comrestive
actions,

»  Ten randornly selected ED records of
patients who received a consult, including
those who received consults on the
weekends will be reviewed each week to
validate that ali consults were performed by a
physician and that there is a consulting
physician’s note, The Chair of the responsible
department will be nctifled ‘of discrepancies
for comrective actions. Results of these audits
will be presented to Performance
Improvement Commiltee, which. will review
and create comrective'action as necessary.
The data will then be reported to Executive
Committee.

Positlon Responsible:
ED Medical Director
Interim Chief Medical Director
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faboratory test resuits were obtained. During ,
interviews on 6/1/07 medical staff stated this . : .
patient "fell through the cracks.”

4, a. The medical reccrd for pediatiic Patient C
showed she presented io the emergency

department at 1030 hours on 3/20/07 for Immediate Action — Patient G:

vomiting, lethargy, cough and congestion. She o  The patient received the shunt series at 1358 | g/1g/07
had a history of a ventriculoperitoneal shunt for as ordered by the physician and was ‘entered
‘hydrocephalus and began to feel bad after a visit Into the computerized order entry system at
to the dentist. Documentation shows the 1239. The results of the shunt series were
presence of a shunt malformation and/or infection gﬁifglgt"ﬁg’s& cemputerized radiology
was being ruled out. A neurclogy consult was )

ordered. At 1230 the physician's assistant (PA) Al 1435 the patient was transferred to 8118107
saw the patient o perform the neurology -radiology for an additional test, a CT scan.
copsultation. There was no dccum_ented o  The Nurse Manager of Women's and Ghild
evidence a neurologist saw the patient; however, Health will provide inservice training on the
the PA documented the recommended plan, in proper documentalion to avoid misleading
consultation with the neurologist, would be entries to all nursing staff.

evaluation and management by a neurosurgeon Monitoring:

on an urgent basis fo assess the functioning of Ten fandomly selected ED medicat records will be
the shunt. Since neurosurgeons were not :ieviewedte?gz \,:feek go -c;scsaurre clea;s Ceetie
avallable at the hospital the PA recommended iris audit wil be presented to the Performance
transfer to another hospital. The child was in the Management Committee which will review and
emergency department untl 2200 hours but there create corrective actions as necessary. The data
was no documented evidence a neurostirgeon will then be reported to the Executive Committee.
was contacted or that efforts were made to Position Resparisibla:

transfer the patient to a hospital with this service Ghief Nursing Offioer

available. The patient was discharged o the
mother's care.

4. b. At 1215 hours on 3/20/07 radiological tests
of Patient C's shunt was ordered. Decumentation
shows'the patient went to x-ray at 1825 hours but
the tests were not performed because the
radiclogy depariment did not know what to do. At
1415 hours the patient was again sent to the
radiology department for the tests. The test

FORM CIMS-2567(02-89) Previous Versions Obsolele Event ID:MBOZ11 Facility 10: CA050000035 1§ continuation sheet Page 9of 13
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.

| was provided to Patient E and it was documented

5. The medical record for Patient E documented
he presented to the ED at 1139 hours on 5/11/07
with left flank pain, He was not seen by a triage
nurse until three hours iater to determire the
severity of his symptoms. Al 1448 hours, the
triage nurse documented his pain was B/10. At
1730 hours the nurse documented the first full
assessment of the patient. The pafient was
evaluated by a physician's assistant. There was
no documented eviderice a physician saw Patient
E. Pain medication was not administered to
Patient £ until 2100 hours, 8 and 1/2 hours aiter
he presented {o the ER. No further treatment

that he eloped from the ED at 0000 hours on'5/12
107.

6. The medical record for Patient F identified that
he came to the ED at 1812 hours on 5/11/07 for a
"surgical consult for (his) umbilical hernia." He
was triaged at 1845 and complained of 5/10 pain.
When he was called to the treatment area four
hours later he did not answer. At 0100 the nurse
documented the patient left without being seen.
No medical sereening examination had been
performed 1o determine if the patient had a.
medical emergency condition.

7. The medical record for Patient G showed she
presented to the ED at 2045 hours on 5/11/07 for
"spotting” during her pregnancy. She stated she
was 2 months pregnant. At 2140 hours she was
triaged and a pregnancy test was documented as
positive. When the patient was called to the
treatment area 2 hours later, she had left without

(%4) 1D D PROVIDER'S PLAN OF CORRECTION x5
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A 455 | Contihued From page 9 A 455
results were not available for diagnosis.andfor . Do g - .o
treatment until 1700 hours; 6 and 1/2 hours after Immediate Actions — pauem E:
Patient C presented fo the ED. = The ED Nurse Manager provided education to | 6/19/07

all ED RNs on the requirement to notify
physicians of al patients walting to be seen
that are experiencing pain, which requires
Intervention based on the pain policy. This
information must be documented in the
patient's medical record. (Attachment 8)

A multidisciplinary team of ED physicians and
ED nurses reviewed the current triage
process. As a resuit of that review, the trizging
process was re-designed fo provide for a more
timely medical screening examination. This
process Includes the following:

o The triage nurse and registration
clerk are co-located so that the
triaging process and the registration
process can occur simuitaneously.

o  Aphysician will be avaliable to the
triaging area lo perform immediate
‘medical screening-examinations for
patients who are identified as a level.
3. Upon completion of the medical
sereening examination, based on the
patient’s clinical presentation, tests
and treatments (including pain
management) will be ordered and
camied out.

o Patienis who are identified as a
Level 1 and 2 at the time of triage
will be brought back to the
emergency treatment area, At the
time of arrival, the ED charge nurse
will notify the physician of the
patient's arrival by placing the
patient's pseudo name on the white’
board atong with the patient’s priority
number. The physician will
acknowledge the patient by initialing
ihe white board and will perform the
medical sereening examination as
soon as possible. If a patlent's
condilion is critical, the RN will
verbally notify the physician.
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.{ results'were not availabie for diagnosis and/or -

was triaged at 1845 and complained of 5/10 pain.

treatment until 1700 hours:; 6 and 1/2 hours after
Patient C presented to the ED.

5. The medical record for Patient E documented
he presented to the ED at 1139 hours on 5/11/07
with left flank pain. Me was not seen by a triage
nurse until three hours later to determine the
severity of his.symptoms. At 1448 hours, the
triage nurse documented his pain was 8/10. At
1730 hours the nurse documented the first full
assessment of the patient. The patient was
evaluated by a physician's assistant. There was
no documented evidence a physician saw Patient
E. Pain medication was not administered fo .
Patient E uniil 2100 hours, @ and 1/2 hours after
he presented to the ER. No further treatment
was provided to Patient E and it was documented
that he eloped from the ED at 0000 hours on 5/12
/07.

6. The medical record for Patient F identified that
he came to the ED at 1812 hours on 5/11/07 fora
*surgical consult for (his) umbilical hernia." He

When he was called to the frealment area four
hours iater he did not answer. At 0100 the nurse
documented the patient left without being seen.
No medical screening examination had been
performed to determine if the patient had a
medical emergency condilion.

7. The medical record for Patient G showed she
presenied to the ED at 2045 hours on 5/11/07 for
*spotting” during her pregnancy. She stated she
was 2 months pregnant. At 2140 hours she was
triaged and a pregnancy test was documented as
positive. When the patient was called 1o the
treatment area 2 hours later, she had left without

-

Position Responsible;
ED Medtcal Director
ED Nurse Manager

Ten randomly selected medical records will
be reviewed daily to track the time from triage
to medical screening examination. Data from
these daily reviews will be presentad to the
ED Collaberative Practice Commitiee and the
process will be re-evaluated as a result of
this review. Data will also be presented to the
Performance Improvement Commiittes
monthly, which will evaluate it, develop
correstive actlons as necessary, and report it
to the Executive Committee and as
appropriate to the governing Body. Once the
Executive Committee concludes that the
process is stable, the daily record review will
convert o a manthly review.
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treatment until 1700 hours; 8 and 1/2 hours after
Patient C presented fo the ED.

5. The medical record for Patient E documented
he presented to the ED at 1139 hours on 5/11/07
with left flank pain. He was not seen by a triage
nurse until three hours later fo determine the
severity of his symptoms. At 1448 hours, the
triage nurse documented his pain was 8/10. At
1730 hours the nurse documented the first full
assessment of the patient. The patient was
evaluated by a physician's assistant. There was
no documented evidence a physician saw Patient
E. Pain medication was not administered io
Patient E until 2100 hours, 9 and 1/2 hours afler
he presented to the ER. No further treatment
was provided o Patient E and it was documented
that he eloped from the ED at 0000 hours on 5/12
107.

6. The medical record for Pahent F identified that
he came o the ED at 1812 hours on 5/11/07 fora
"surgical consult for (his) umbilical hemia.” He
was triaged at 1845 and complained of 5/10 pain.
When ke was called to the freatment area four
hours later he did not answer. At 0100 the nurse
decumented the patient lefi without being seen.
No medical screening examination had been
performed to determine if the patient had a
medical emergency condition.

7. The medical record for Patient G showed she
presented to the ED at 2045 hours on 5/11/07 for
“spotting" during her pregnancy. She stated she
was 2 months pregnant At 2140 hours she'was
triaged and a pregnancy test was documented as

positive. When the patient was called to the
treatment area 2 hours laler, she had left without

ED nurses reviewed the current triage process
As a result of that review, the triaging process
was re-designed to provide for a more timely
medical screening examination. This process
Includes the following:

[

The triage nurse and registration ¢lerk
are co-lecated so that the triaging
process and the registration process
can occur simultanecusly,
A'physiclan will be available to the
riaging area to perform Immediate
medical screening examinations for
patients who are identified as a level
3. Upon completion of the medical
screening examination, based on the
patient’s clinical presentatlon tests
and treatments {including pain
management} will be crdered and
carried oul.

Patients who are idenfifled as a Level
1 and 2 at the time of triage will be
brought back to the emergency
treatment area. At the time of arrival,
the ED charge nurse will notify the
physician of the patient's arrival by
placing the patient’s pseudo name on
the white board along with the
palient’s pricrity number. The:
physician will acknowledge the
patient by Initialing the white board
and will perform the medical
screening examination as soon as
possible. If a patient's condition is
critical, the RN will verbally notify the
phystctan
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- results were not availabie:for diagnosis andfor

triage nurse documented his pain was 8/10. At

treatment until 1700 hours; 6 and 1/2 hours after
Patient C presented to the ED.

5. The medical record for Pafient E documented
he presented to the ED at 1139 hours on 5/11/07
with left flank.pain. He was not seen by a triage
nurse until three hours later to determine the
severity of his symptoms. At 1448 hours, the

1730 hours the nurse documented the first full
assessment of the patient. The patient was
evaluated by a physician's assistant. There was
no documented evidence a physiclan saw Patient
E. Pain medication was not administered to
Patient E until 2100 hours, 9 and 1/2 hours after
he presented tothe ER. No further treatment
was provided to Patient E and it- was documented
that he eloped from the ED at 0000 hours on 5§/12
107.

6. The medical record for Patient F identified that
he came lo the ED at 1812 hours on 5/11/07 fora
"surgical consult for (his) umbilical hernia.”" He
was triaged at 1845 and complained of 5/10 pain.
When he was called to the treatment area four
hours later he did not answer. At 0100 the nurse
documented the patient left without being seen.
No medical screening examination had been
performed to determine if the patient had a
medical emergency condition.

7. The medical record for Patient G showed she
presented to the ED at 2045 hours on 5/11/07 for
"spotting"” during her pregnancy. She stated she
was 2 months pregnant. Al 2140 hours she was
triaged and a pregnancy test was documented as

positive. When the patient was called to the
treatment area 2 hours later, she had left without

Mnmton ng:

Position Responsible:
ED Medical Director
ED Nurse Manager

Ten randomly selacted medlcal records will be
reviewed dally 1o track the time from triage to
medical screening éxamination. Data from
these dally reviews will be presented to the ED
Collaborallve Practice Committee and the
process will be re-evaluated as a résult of this
review., Data will also be presented to the
Performance Improvement Committee monthly
which will evaluate it, develop corrective aclion
as necessary, and report it to the Executive
Committee and as appropriate to the governing
Body. Once the Execulive Committes
concludes that the process is stable, the daily
record review will convert to a monthly review.

W
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resulls were not-available for diagnosis andfor . e e
treatment until 1700 hours; 6 and 1/2 hours after lmm;g;gf;ﬁ?sﬁ;mr; g‘m ga s
. physicians
Patlent G presented to the ED. and ED nurses reviewed the current triage
) . . protess. As a result of that review, the
5. The medical record for Patient E documented triaging process was re-designed to provide
he presented io the ED at 1138 hours on 5/11/07 fora more ﬂm_ﬁ']!émemcal screening
with left flank pain. He was not seen by a triage ?gfo';"_;{r‘;_""' process includes the
nurse until three hours later to determine the o  The triage nurse and registration
severity of his symptoms. At 1448 hours, the clerk are co-located so thal the
triage nurse documented his pain was 8/10. At triaging pracess and the
1730 hours the nurse documented the first full ;?,?,'3.";,‘,‘3&2{3"355 Gan oceur
assessment of the ga;ienl. The patient was A physician will be available to the
evaluated by a physician's assistant. There was triaging area to perform immediate
no documented evidence a physician saw Patient mendic?sl s%r@eningdexa_rpgaﬂons far
E. Pain medication was not administered to B s L‘:;o‘:lac’:n:p?;?oﬁ Jasa
Patient E until 2100 hours, 8 and 1/2 hotirs after medical screening examination,
he presented to the ER. No further treatrment based on the patient's clinical
was provided {o Patient E and it was documentad aﬁsgltsg%:;._ rt!esii a:;;d trealtr)nm:s
i Mdanagemen
that he eloped from the ED at 0000 hours on 5/12 be ordered and cartied out.
[07. Patients who are identified as a *
Level 1 and 2 at the time of triage
6. The medical record for Patient F identified that gg:_ggg;ﬁaﬁﬁtﬂa :22 At the
"he ca-me o the ED at 1812 ho.l._lrs on 5’! 1{97 fora time of arrival, the ED char.ge nurse
surgical consult for (his) umblilqal hemia." He will notify the physician of the
was triaged at 1845 and complained of 5/10 pain. patient’s arrival by placing the
‘When he was called to the treatment area four- ggtiegij PSEU?; 't‘;m.e %“ 'i}e vihite!  g554/07
hours later he did not answar. At0100the nurse pns‘;“y . The p"ﬁy;‘;l S il
documented the paileni [Eﬁ W|ih0ut betng Seern. acknow[edge the pauent by
No medical screening examination had been initialing the white board and will
performed to determine if the patient had a Eigﬁ,?é‘ahli'zii‘giLﬁfé';;‘% e
medical emergency condition, a patient's condition is critical, the | gn1/07
) ) RN will verbally notify the
7. The medical record for Patient G showed she physiclan,
presented to the ED at 2045 hours on 5/11/07 for =  The ED Nurse Manager will counsel the
"spotting® during her pregnancy. She stated she registared gﬂe’:‘;;‘;h" did not evaluate the
was 2 months pregnant. At2140 hours. she was «  The Chief Medical Officer notified the ED
triaged-and a pregnancy test was documented as Medical Director that physician essistants
positive. When the patient was called to the shall no ltongarcgftigqgﬂ mt:d;r;al screening
examma 1oNns chmen
treatment area 2 hours later, she had left without D Modiol Diractor informed sach
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being seen to'determine if an emergency
condition existed. She returned to the ED at
1306 hours on 5/14/07 with a complaint of vaginal
bleeding for three days. She had 8/10 pain when
triaged by the nurse at 1315. There was no
documented evidence the ED nurse evaluated
how much the patient was bleeding. She was not
taken to the treatment area until four hours later
at 1730 hours. No pain medication/intervention
was given. Her medical screening exam was
conducted by a physician's assistant. She
passed the products of conception while having
an ullrasound done and was discharged by a
physician at 2235 hours after having had a
misgarriage.

8. Patient O came to the ED of the hospital on 4/
30/07 at approximately 1207 hours. When
triaged at 1250 hours she identified she had
sharp pain of 10 on a 1-10 scale. No pain
intervention were initiated in the triage area. The
patient was taken to the treatment area five hours
later at 1815 and received pain medication.one
hour later. Approximately 20 hours after she
presented to the ED, at 0830 hours on 5/1/07, a
general surgery consultation was provided to
evaiuate the acute abdominal pain for Patient O.
The closed medical record for Patient O revealed
“Dr."at bedside, However, review of the record
revealed that the general surgery consuitation
had been provided by a Physician Assistant (PA-
C). There was no documentation {o reveal that
provision of emergency consultations by a PA-C
was approved and consistent with the rules and
regulations, the medical staff bylaws of the
hospital, and the credentialing process of a mid-
leve! practitioner. The patient was admitted to the.
hospital and had surgery for an exploratory
laparotorny ventral hernia repair.

Monitoring:

Position Responsible;

ED Medical Direclor

ED Nurse Manager

Interim Chief Medical Officer

‘this review, Data will also be presented to the

Y .
- tal P ANATIN B

Ten randomly selected medical records will
be reviewed dally to track the time from triage
to medical screentng examination. Data from
these daily reviews will be presented to the
ED Collaborative Practice Commitiee and the
process will be re-evaluated as a result of

Performance Improvement Commitlee
monthly, which will evaluate it, develop
correclive actions as necessary, and report it
to the Executive Committee and as
appropriate to the governing Body. Once.the
process I stable, the daily record review will
convert to a monthly review,
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=+ | being seen to determine if an emergency

miscarriage.

condition existed. She returned fo the'ED at
1306 hours on 5/14/07 with a complaint of vaginal
bleeding for three days. She had 8/10 pain when
triaged by the nurse at 1315. There was no
documented evidence the ED nurse evaluated
how much the patient was bleeding. She was not
taken to the treatment area until four hours later
at 1730 hours. No pain medication/intervention
was given. Her medical screening exam was
conducted by a physician's assistant. She
passed the products of conception while having
an ultrasound done and was discharged by a
physician at 2235 hours after having had a

8. Patient O came to the ED of the hospital on.4/
30/07 at approximately 1207 hours. When
triaged at 1250 hours she identified she had
sharp pain of 10 on a 1-10 scale. No pain
intervention were initiated in the triage area. The
patient was taken 1o the treatment area five hours
jater at 1815 and received pain medication one
hour later. Approximately 20 hours after she
presented to the ED, at 083D hours on 5/1/07, a
general surgery consultation was provided to
evaluate the acute abdominal pain for Patient O.
The closed medical record for Patient O revealed
*Dr."at bedside. However, review of the record
revealed that the general surgery consultation
had been provided by a Physician Assistant (PA-

Corrective Actions — Patient O;
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‘The Chief Medical Officer notified the ED
Medical Director that physician assistants shal
ne'longer perform medical sereening
examinations, {Attachment A)
The ED Medical Director informed each
physician assistant, by e-miail, that they may
no longer perferm medical'screening
examinations.
The ED Nurse Manager provided education to
all ED RNs on the reguirement o notify
physicians of all palienls wailing to be seen
that are experiencing pain which requires
intervention based on the pain policy. This
information must be documented in the
patient’s medical record.
A multidisciplinary team of ED physicians and
ED nurses reviewed the current triage
process. As a result of that review, the triaging
precess was re-designed o provide for a more
timely medical screening examination. This
process includes the following: (Attachment 0)
< The triage nurse and registration
clerk are co-located so that the
triaging process and the registration
process can occur simultaneousiy.
.o Aphysician wili be available to the
{riaging area to perform immediate
‘medical sereening examinations for
patients who are identified as a level
3. Upon cempletion of the medical
screening examination, based on the
patient's clinlcal presentation, tests
and freatmentis {including pain
management} will be ordered and
carried out.

C). There was no documentation to reveal that
provision of emergency consultations by a PA-C
was approved and consistent with the rules and
regulations, the medical staif bylaws of the
hospital, and the credentialing process of a mid-
level practitioner. The patlent was admiited to the
hospital and had surgefy for an exploratory
laparotomy ventral hernia repair.
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.being seen to determine if an emergency .

condition existed, She returned {o the ED at
1306 hours on 5/14/07 with a complaint of vaginal
bleeding for three days. She had 8/10 pain when
triaged by the nurse at 1315. There was no
documented evidence the ED nurse evaluated
how much the patient was bleeding. She was not
taken to the treatment area until four hours later
at 1730 hours. No pain medication/intervention
was given. Her medical screening exam was
conducted by a physician's assistant. She
passed the products of conception while having
an ultrasound done and was discharged by a

-| physician at 2235 hours after having had a

miscarriage.

8. Patient O came to the ED of the hospital on 4/
30/07 at approximately 1207 hours. When
triaged at 1250 hours she identified she had
sharp pain of 10 on a 1-10 scale. No pain
intervention were initfated in the triage area. The
patient was taken to the treatment area five hours
later at 1815 and received pain medication one

‘hour later. Approximately 20 hours after she

presented o the ED, at 0830 hours on 5/1/07, a
general surgery constliation was provided to
evaluate the acute abdominai pain for Patient O.
The closed medical record for Patient O revealed
"Dr."at bedside. However, review of the record -
revealed that the general surgery consultation
had been provided by a Physician Assistant (PA-
C). There was no documentation fo reveal that
provision of emergency consultations bya PA-C
was approved and consistent with the rules and
regulations, the medical staff bylaws of the
hospital, and the credentialing process of a mid-
level practitioner. The patient was admitted to the
hospital and had surgefy for an exploratory
laparotomy ventral hernia repair.
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will be brought back to the
*-emergency treatment area. At the'
time of arrival, the ED charge nurse
will notify the physicizn of the
patient's arrival by placing the
patient's pseudo name on the white
board along with the patient's priority
number. The physician will _
acknowledge the patient by Initlaling
the white board and will perform the
medical screening examination as
so0n as possible. If a patient's
condition is critical, the RN will
verbally nolify the physician,

+  The Interim Madical Director instructed all
Department Chairs to ensure that their
physicians provide timely consultation for
patients in the Emergency Depariment

Monitoring:

o Ten medical records will be reviewed daily to
‘{rack the time from triage to medical screening
examination, In addition, these records will be
reviewed to determine whether consultations
were provided limely. Data fram these daily
reviews will be presented to the ED
Collaborative Practice Committee and the
process will be re-evaluated as a result of this
review. Data will also be presented.to the
Performance improvement Committee
monthly, which will evaluate It, develop
comrective aclions as necessary, and report it
to the Executive Committee and as
appropriate to the Governing Body. Once the
Executive Committee determines that the
process is siable, the dally record review wili
.convert 1o a monthly review.

o Tracerrounds are conducted once a week. On
these rounds, staff reviews medical records to
validate pain documentation znd nursing
responses to pain of patients in waiting area,
Corrective actions will be iniftated for all
deficiencies. Aggregated resulis of these
audits are presented to the Performance
Improvement Committee, which will evaluate it
and davelop corrective actions as necessary
and report it to Executive Committee and the
Governing Body as necessary.
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9. Patient P came to the emergency depariment
on 4/30/07 at approximately 1000 hours for the
evaluation of a known ectopic pregnancy. At
1800 hours an nursing interval note indicated that
the emergency department was unable to admit
Patient P to the hospital “due to short staff".

There was no nursing or physician documentation
to indicate intervention to evaluate the appropriate
provision of care far Patient P. The patient was
admitted to an in-patient bed at 2100 hours.

10. Patient Q came fo the emergency
department of the hospital at approximately 2040
hours on 4/30/07. Patient Q stated that he was
seeing aliens and devils. He was dropped off by
his family. At triage the nurse documented the
patient had suicidal ideations with a plan to drink
bleach. The nurse triaged the patient as a
category 3 (stable major iliness) and left him in
the lobby for over one hour before taking him
back to the treatment'area. Patient Q was
evaluated by the emergency depariment
physicianat 0500 hours on 5/1/07, a delay of
almosi 7 hours. No psychiatric treatment or
consultation was provided. Approximately 6
hours later, at 1055 hours on 5/1/07, an
evaluation by a mental health professional was
requesied. The mental health evaluation was not
completed until four hours later at 1500 hours; 17
hours after he presented tothe ED. The mental
health professional determined the patient denied
being suicidal at the time of the evaluation,
Patient Q was discharged home at 2100 hours:
withoutt recejving treatment. The hospital thus
failed to ensure that the provision of emergency.
services had been provided within timeframes
consistent with acceptable safety for psychiatric
patients.

See cover letter.,. .

Corrective Action - Page Q:

» A mulltidisciplinary team of ED physiclans and
ED nurses reviewed the current friage -
process. As a result of that review, the triaging
process was re-tesigned to provide fora more
timely medieal screening examination. This
process ingludes the following: (Attachment O)

o The triage nurse and registration
clerk are co-located so that the
iriaging process and the registration
process can occur simultaneously.

‘@ A physician will be avajlable to the
trizging area to parform immediate
medical screening examinations for
patienis who are identified as a level
3. Upon eompletion of the medical
screening examination, based on
the patient’s clinical presentation,
tests and treatments (Including pain
management) will be ordered and
carried out.

o  Patients who are Identified as a
Level 1 and 2 at the time of tiiage
will be brought back to the

-emergency treatment area. At the
fime of arrival, the ED ¢harge nurse
will notify the physician of the
patlent’s arrival by placing the
patient’s pseudo name on the white
board along with the patient’s pricrity
number. The physician will
-acknowledge the patien! by initialing

. the white board and will perform the

medical screening examination as

soon as possible. If a patient's
condition is critfcal, the RN will
verbally notify the physician,
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A 455 | Continued From page 11 A 455[ 0  Ten randomly selected medical records will be
revie:wed daily go track 1139. ti_me from tri.a'_ge to
9. Patient P-came to the emergency depariment $§ﬁé§?£§'€$}?§§fﬁmﬂnﬁégféffrﬂ?ﬁé :
on 4/30/07 at approximately 1000 hours for the whether consultations were providéd timely.
evaluation of a known ectopic. pregnancy. At Dr’sjet:e;ffemd ttgefhi Cé%ihg;\lggws \tf;'i" %e .
1800 hours an nursing interval note indicated that B e ard tho pmes;ﬁ""{; g" ce
the emergency department was unable to admit evaluated as a result of this review. Data-will
Patient P to the hospilal *due to short staff". also be presented o the Performance
There was no nursing or physician documentation Lﬂcg{g&ﬂ;fi:}e%g{gmg;i "L%nﬂ;lyt.l which will
to Indicate intervention to evaluate the appropriate necessary, and regm et Eeontice
provision of care for Patient P. The patient was Committee and as appropriate to the
admitted {o an in-patient bed at 2100 hours. Governing Body. Once the Exacutive
Copise cochis et e poosse s
10. Patient Q came to the emergency monthly el Wl convert o a
depariment of the hospital at approximalely 2040
hours on 4/30/07. Patient Q stated that he was
seeing aliens and devils. He was dropped off by
his family. At triage the nurse documented the
patient had suicidal ideations with a plan to drink
bleach. The nurse triaged the patientas a
category 3 {stable major illness) and left him in
the lobby for over one hour before taking him
back to the treaiment area. Patient Q was
evaluated by the emergency depariment
physician at 0500 hours on 5/1/07, a delay of
almost 7 hours. No psychiatric treatment or
consultation was provided. Approximately 8
hours later, at 1055 hours on 5/1/07, an
evaluation by 2 mental health proiessional was
requested. The mental health evaluaiion was not
completed until four hours later at 1500 hours; 17
hours after he presented tothe ED. The mental
health professional determined the patient denied
being suicidal at the time of the evaluation.
Patient Q was discharged home at 2100 hours
without receiving treatment. The hospital thus
{ailed to ensure that the provision of emergency-
services had been provided within timeframes
consistent with acceptable safety for psychiatric
patients.
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11. Pat[ents H, l .J K L, M and-N were evaluated

on 5/30 or 5/31/07 at triage and sent fo the
Urgent Care area of the emergency depariment.
Each patient was examined and treated by a |
Physician Assistant, PA-C. When reviewed, each
medical record revealed that the palients had
been evaluated, treated and discharged from the
Urgent Care of the hospital prior to the time of
supervision ormonitoring by the emergency
depariment physician. The facility failed to
ensure that direct supervision of a mid-level
practitioner had been provided, The medical
record for each patient failed to demonstrate a
timed entry by the emergency depariment
physician. When interviewed on 5/31/07 at
approximately 1030 hours, the PA-C readily
admitted that a medical screening examination,
provided by the PA-C was unsupervised. When
reviewed, there was no documentation in the
rules and regulations, or medical staff by laws
delineating such privileges for the PA-C. There
was no documentation present in the PA-C
privileging forms to assess thelr qualifications and
competence {o provide medical screening
examinations in the emergency department and/
or to determine if an emergency medical
condition existed.

Corrective Action — Patient HIJKLM&N;

+ The Chief Medical Officer notified the ED 6M2/07 -
Medizal Director that physician assistants shall
no longer perform medical screening
examinations, (Atachment A)

s  The ED Medical Director informed each
physiclan's assistant, by e-mail, that they may
no longer perform medical screening
examinations.

Monitoring:

«  Tenrandomly selected medical records will be
reviewed dally to ensure that the medical
screening exam is documented byan
altending physicizan. Data will be presented fo-
the Performance Improvement Cofmmittee and
to the Executive Committes. Once the
Executive Committee concludes that the
process s stable; the'daily record review will
convert {0 2 monthly review.

Position Responsible:
ED Medical Director
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